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Cultural diversity and social inequality are often ignored or downplayed in
disability services. Where they are recognized, racial and cultural differences are
often essentialized, ignoring diversity within minority groups and intersectionality
with other forms of oppression. This is often an issue for Indigenous Australians
living with disability. This paper argues that understanding Indigenous disability
in Australia requires a critical examination of the history of racism that has
systematically disabled most Indigenous people across generations and continues
to cause disproportionate rates of impairment. Approaches that focus on the
cultural ‘otherness’ of Indigenous people and fail to address taken-for-granted
normative ‘whiteness’ and institutional and discursive racism are unable to escape
that history.
Keywords: racism; Indigenous Australians; eugenics; decolonizing
Points of interest
• Colonialism and racism in Australia has ‘disabled’ Indigenous people over
many generations regardless of their physical or mental impairment.
• Racism towards Indigenous Australians results in rates of impairment two or
three times higher than the national average.
• Poverty, marginalization and racism can mean that many Indigenous Austra-
lians do not see impairment as a disability but as an aspect of more general
challenges and disadvantage.
• Disability services must recognize the history and ongoing impact of this
racism and incorporate that awareness into their practice.
• More research is needed to understand Indigenous experiences of impairment
and disability, and implications for disability studies generally.
Introduction
Raewyn Connell calls for a critical disability studies informed by Southern
perspectives that place impairment ‘in the context of the violence of colonisation
and neocolonial power’ (2011, 1369). Within this perspective, ‘both disability and
impairment are regarded as important dimensions of lived experience’ (Connell
2011, 1370). Helen Meekosha (2006, 2011; Meekosha and Dowse 1997) has
argued for a critical recognition of the intersectionality of race, gender, disability
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and citizenship. In particular, Southern challenges to the north Atlantic view of dis-
ability as socially constructed in opposition to the medical model have highlighted
the often problematic nature of the state especially in relation to Indigenous people.
Meekosha and Soldatic conclude that:
While Northern discourses promote an examination of disabled bodies in social
dynamics, we argue that the politics of impairment in the global South must under-
stand social dynamics in bodies. (2011, 1381)
This emerging Southern approach emphasizes global imperial power relations, and
military and economic entanglements. This paper provides a critical examination of
the historical roots and intergenerational impacts of colonialism on Indigenous Aus-
tralians living with impairment. It argues that racism and discourses of Indigenous
inferiority and dysfunction are disabling for all Indigenous Australians regardless of
impairment. Additionally poverty, colonization and their intergenerational impacts
continue to create massively disproportionate impairment among Indigenous Austra-
lians. It therefore contends that struggles for the rights of disabled Indigenous people
require both anti-racism (including acknowledgement of the history of racism and
colonialism towards Indigenous people generally) and efforts to combat the causes
and counter the impacts of impairments created by ongoing racism and colonialism.
There are many striking parallels between the attitudes towards and treatment of
Australians with disabilities and Indigenous Australians irrespective of dis/ability.
Yet most studies of disability ignore cultural diversity, while much cultural theory
excludes consideration of bodily capacity (Jakubowicz and Meekosha 2002;
Meekosha 2006; Soldatic and Fiske 2009). Where Indigenous people with disabili-
ties are acknowledged, the models are often simplistically cumulative, with
Aboriginality and disability being added together to constitute a ‘double disadvan-
tage’ (Gething 1994, 14).
Acknowledging history
Jakubowicz and Meekosha (2002, 246) note that the presence of disabled people ‘is
always noticed, or manifestly not noticed’. A parallel hypervisibility or invisibility
of Aboriginality occurs in disability studies and programmes. Health professionals
typically fail to acknowledge context and historical differences for Indigenous cli-
ents or become preoccupied and frozen by their awareness of Aboriginality (Kowal
2011). Differences ﬂowing from history continue to mark Indigenous people as
‘other’ or the object of pity or shame. The particular and diverse experiences of
Indigenous people with disabilities remain occluded within disability studies and
policy debates.
The principal recommendation of Family Dreaming, the 1998 report on Support
Programs for Aboriginal and Torres Strait Islander people with disabilities, states:
The development of support services for Aboriginal and Torres Strait Islander people
with a disability must take into account the implications of the traumatic history of
indigenous people since ﬁrst contact. (Smeaton 1998, 1)
This article demonstrates why attempts to provide effective support services in the
absence of such historical awareness and critical reﬂection of its ongoing implica-
tions will not succeed. That history continues to reverberate through the lives of
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Indigenous Australians, accounting for their patterns of ill-health and impairment, as
well as shaping relations with the state and mainstream service providers. It is not
possible to extricate Indigenous experiences of ‘having a disability’ from the often
disabling experiences of being Indigenous in ‘white’ Australia. In a similar fashion,
Salmon argues that Canadian Aboriginal mothers of babies with foetal alcohol syn-
drome are likewise positioned as ‘outside’ membership of the nation-state and ‘trans-
mitters of physical, moral, and cultural contagion’ (2004, 112 and 114).
The history of Australia’s treatment of Indigenous peoples provides important
insights into these parallels as well as demonstrating why disability studies must
attend to ‘race’, culture, and gender. Australian racism has been fundamental in
terms of its impact on the rates of, recognition of, and responses to, impairment
amongst Indigenous people. Racism, along with ableism, has effectively disabled an
entire category of Australians since colonization.
This overview will canvas some disabling effects of racism and the historical
treatment of Indigenous Australians as unﬁt for participation in nation-building.
Factors leading to higher than average rates of impairment amongst Indigenous peo-
ple are examined. This history of racism has been embedded in largely unacknowl-
edged ways within institutional structures and processes and within discourses of
Indigenous dysfunction that continue to disable Indigenous Australians. It is argued
that without an awareness of such factors and histories it is impossible to provide
appropriate or effective services to disabled Indigenous people today.
Dispossession and dehumanization
Following the arrival of the British in 1788, Indigenous Australians were progres-
sively dispossessed of their lands and denied legal recognition as traditional owners
or British subjects. Those who resisted were killed, although most died from starva-
tion and introduced diseases such as smallpox, measles and inﬂuenza against which
they had no immunity (Kunitz 1994). While many worked for rations on pastoral
stations or did domestic work, Indigenous people were often regarded as scarcely
human and incapable of becoming full members of the emerging nation.
Such dehumanizing attitudes were strengthened by the ideas of social Darwin-
ism that bolstered notions of Indigenous incapacity and predicted their inevitable
extinction in the face of superior, civilized Europeans (McGregor 1997). These
racist beliefs not only denied Indigenous people’s humanity, they condoned those
who violently hurried on the inevitable (Rowley 1970). In Australia, social Dar-
winism provided a coherent theory that was believed to scientiﬁcally prove two
beliefs widely held by the settler population of the nineteenth century: ﬁrstly, that
Aborigines were biologically inferior; and secondly, that this inferiority was so
profound as to condemn them to extinction in accordance with the laws of natural
selection. This conﬁdence in the supplanting of Indigenous types with the robust
and superior introduced types became unquestioned common-sense accepted by
authorities and publics alike (Anderson 2002). Indigenous Australians were
frequently presented as uniquely able to demonstrate evolution, being examples of
the lowest rung of development. Australia was seen as cut-off from the rest of
the world: unchanging, primeval, a treasure-trove of archaic curiosities. This view
persisted well into the twentieth century and accounts for the international preoc-
cupation with the anatomy and mentality of Indigenous Australians (Goodwin
1964).
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Protection, segregation and institutionalization
By the end of the nineteenth century, many Indigenous people were rounded up
and incarcerated on reserves and missions that were completely cut-off from ‘white’
society apart from their overseers (Brock 1993). The legislation that established
these institutions also systematically removed all civil rights, including the rights to
enter work contracts, receive wages, own land or other property, swear oaths or
vote, reside or associate with non-Indigenous people, attend schools or hospitals
(Hollinsworth 2006).
Government ofﬁcials, called Protectors, assumed the guardianship of all children
and adolescents regardless of their parents, and could split families at will (Haebich
2000). The threat of having the family broken up hung over many Indigenous fami-
lies across several generations. Parents felt powerless to protect their children from
abuse, especially when they were placed outside the institutions for work as adoles-
cents. Some families were able to abscond from reserves and missions but remained
fearful of detection and re-incarceration. Others ‘passed’ as Indian or of some other
non-Indigenous ancestry.
The Protection legislation was grounded in powerful notions of moral, physical
and racial threat to the integrity and security of the ‘white race’ and the nation;
effectively seen as synonymous until the 1950s. In much the same way that restric-
tive immigration and medical quarantine laws and structures co-evolved, there were
dual responsibilities and regulations for the control of Indigenous people and of
contagious diseases such as leprosy, sexually transmitted diseases, yaws and respira-
tory diseases (Bashford and Nugent 2001).
Indigenous historian, Gordon Briscoe (2003) argues that disease was fundamen-
tal to Indigenous policy in the period 1900–1940. Regulations prohibiting consort-
ing between Indigenous and non-Indigenous people blurred the dangers of moral
corruption, miscegenation, ‘plagues’ and other forms of contagion (Evans 1976).
Indigenous people suffering venereal diseases, leprosy, and tuberculosis were per-
manently detained in lock hospitals (Davidson 1978; Eckermann 2000; Jebb 1984;
Hunter 1993). These facilities were located hundreds of kilometres away from
‘white’ towns, often on islands. While such isolation protected and reassured the
general public, their location ensured that medical visits were rare and living condi-
tions pitiful (Briscoe 2003, 122–126).
The threat of such diseases, and of less serious conditions such as parasitic
worms, head lice, and gastroenteritis, was used to justify extraordinary surveillance
and intrusions into the daily lives of Indigenous people. Homes and children could
be inspected daily, nursing mothers were supervised, babies and small children were
removed into locked and gender-segregated dormitories. Children were prevented
from attending state schools, families were banned from residential areas, and facili-
ties such as swimming pools and cinemas were segregated. Hospitals were usually
segregated if they admitted Indigenous patients at all, with special wards on verand-
ahs or in tents outside (Briscoe 2003, 142–151).
While contagious diseases were often used to justify the exclusion of Indigenous
children from state schools, the ofﬁcial view was that Indigenous mental capacity
made education beyond Year Three pointless in any case. Western Australian State
Psychologist Ethel Stoneman argued in 1935 that ‘only in exceptional circum-
stances’ could Aboriginal children proceed beyond Year Four because ‘of the poor
physical condition of the black children and because of the fact that a large propor-
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tion of them were dull’ (cited in Beresford and Omaji 1996, 53). Racism and social
Darwinism marginalized and disabled all Indigenous Australians while their segre-
gated oppression encouraged disease and impairment that reinforced their exclusion
from the developing state.
Breeding out the colour: eugenics and nation-building
While it was widely believed that their inherent inferiority condemned Indigenous
Australians to extinction, by the early twentieth century the growth in so-called
‘half-caste’ children alarmed those charged with policing the body politic
(McGregor 1997). The Commonwealth government was holding Royal Commis-
sions into the threat posed by the ‘fact’ that middle-class, ‘white’ women were
refusing pregnancy while immoral and ‘feebleminded’ women bred indiscriminately.
In such a context, the alleged hyper-fertility of ‘mixed-race’ people was terrifying
to those committed to a healthy, wholesome White Australia. While Immigration
restrictions could in theory exclude ‘non-whites’ from entry, what was to be done
about the internal ‘Half-caste Problem’?
A dying race could be nicely institutionalised and allowed to fade away; but what had
this [‘mixed race’] group of people to do in White Australia? (Rowley 1970, 139)
One strategy was institutionalization in segregated reserves but this approach failed
to prevent ‘uncontrolled interbreeding’ on reserves. Many Indigenous girls inden-
tured out as workers were raped and became pregnant to ‘white’ men. In northern
Australia, ‘white’ men’s lust was thought to be the undoing of the ‘race’ when con-
fronted by the allegedly unbridled sexuality of Indigenous women. Dr Cecil Cook,
Chief Medical Ofﬁcer and Chief Protector of Aborigines in the Northern Territory
between 1927 and 1939, believed the ‘preponderance of coloured races, the promi-
nence of alien coloured blood and the scarcity of white females … creates a position
of incalculable future menace to purity of race in tropical Australia’ (quoted in Haeb-
ich 2000, 274). According to these racial gatekeepers, the state had to intervene to
control the sexuality of Indigenous women and girls. It was literally inconceivable
that ‘white’ women would marry or willingly mate with ‘black’ men so the policy
largely ignored the reproductive fate of ‘full-blood’ or ‘half-caste’ men.
Cook’s medical background may have predisposed him to eugenist methods and
objectives. In 1933 Cook inquired of the government whether he could order the
sterilization of ‘half-caste’ children classiﬁed as ‘congenital idiots’ or otherwise
‘mentally defective’ (McGregor 1997, 161). Presumably he was dissuaded, but this
example highlights the international parallels between social Darwinist discourses of
Indigenous inferiority and the eugenics movements’ treatment of people with
impairments (Groce and Marks 2000).
There have been many individual incidents of such medical authoritarianism.
Recent examples include the use without consent of Depo Provera as a long-term
contraceptive for Indigenous adolescents, and tubal ligation during caesarean sec-
tions for Indigenous mothers deemed to have had too many children. Apparently
such crude eugenist interventions never became policy, although there was consider-
able opposition to fertility control programmes from Indigenous women well aware
of the racial character of historical concern with Indigenous birth-rates (Moreton-
Robinson 2000, 171).
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However, as McGregor (2000) argues, eugenics can incorporate more than the
elimination of the unﬁt and reproductive selection for racial improvement. It can
take the form of ‘constructive miscegenation’ (Stepan 1991) designed to bolster the
unity and integrity of the national ‘imagined community’ (Anderson 1991). By the
mid-1930s the eugenic project was shifting from the prevention of breeding by
those considered unﬁt to the manipulation of breeding for those with better potential
on account of their ‘white’ blood. For Cook in particular, the biological absorption
of ‘half-castes’ was the ‘only method by which the future of this country can be
safeguarded in the absence of such radical methods as sterilization of the unﬁt and
legalized abortion’ (quoted in McGregor 1997, 162).
Paradoxically, support for inter-racial breeding was based on an awareness of
strong antipathy to Indigenous people. By preventing interbreeding with the ‘dark’,
over several generations the colour that provoked this hostility could be bred out
completely (Anderson 2002). Cook reassured the nation that:
Generally by the ﬁfth and invariably by the sixth generation, all native characteristics
of the Australian aborigine [sic] are eradicated. The problem of our half-castes will
quickly be eliminated by the complete disappearance of the black race, and the swift
submergence of their progeny in the white … The Australian native is the most easily
assimilated race on earth, physically and mentally. (Quoted in Markus 1990, 93)
This process of remaking the Indigenous body according to racial categorizations
and genetic engineering was endorsed at the 1937 conference of Commonwealth
and State Ministers of Native Affairs that resolved that ‘the destiny of the natives
of aboriginal origin, but not of the full blood, lies in their ultimate absorption by
the people of the Commonwealth and it therefore recommends that all efforts be
directed to that end’ (Commonwealth Government 1937, 14). Such eugenic
absolutism is chilling and reminds us of the interconnections between racism,
eugenics and ableism for most of the twentieth century, and the extent to which
control of reproduction and of children have been central to both Indigenous
policy and disability.
The stolen generations
The most devastating of these efforts to secure the integrity of the nation through
the eradication of colour was the removal of thousands of Indigenous children from
their families (Human Rights and Equal Opportunity Commission [HREOC] 1997).
Often children were seen as more redeemable than adults. In 1839 Matthew Moor-
house, Chief Protector in South Australia, declared:
Our chief hope is now decidedly in the children; and the complete success as far as
regards their education and civilisation would be before us, if it were possible to
remove them from the inﬂuence of their parents. (Cited in Rowley 1970, 103)
Under the Protection legislation outlined above, children could be legally detained
or separated from their families usually without the authorities having to prove
neglect or satisfy other child welfare laws. Under the Assimilation policies that
replaced Protection in the 1950s and 1960s, removal of children to break the debili-
tating inﬂuence of the family was often intensiﬁed although increasingly using
mainstream child protection legislation (HREOC 1997).
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Some of those removed went to special Indigenous Children’s Homes. Some
who were ‘practically white’ or suffering physical disabilities were placed in main-
stream facilities and their Aboriginality denied. Others were fostered or adopted.
From 1900 to 1970, between one in 10 and one in three Indigenous children were
forcibly removed by various authorities (HREOC 1997, 37). Those removed are
now known as the Stolen Generations.
In 1996/97 the HREOC conducted a National Inquiry into the Separation of Aborig-
inal and Torres Strait Islander children from their families. The Inquiry heard evidence
or received submissions from 777 people or organizations including 535 Indigenous
people directly affected. Among the key ﬁndings were the brutal treatment many
children received, the prevention of contact with their families or with other removed
siblings, the training to fear or despise other Indigenous people, the excessive rates of
physical, sexual and emotional abuse, and the failure to provide the education and other
beneﬁts that were used to justify the removal process (HREOC 1997).
One striking effect of removals for many children was the loss of primary carers
and the consequent inability to learn good parenting in the institutions or while being
fostered. These effects are often inter-generational with the children of those removed
being themselves removed or not receiving conﬁdent and stable parental care. Parents
reported being unable to show affection or to discipline children. In many cases, all
forms of authority – especially child protection and welfare services – are feared
(Cox 2007). This often results in non-presentation until a crisis, and non-compliance
with instructions including follow-up appointments. Such behaviours frequently
reinforce negative opinions amongst health professionals (Humphery, Weeramanthri,
with Fritz 2001).
The inter-generational impact of such trauma is seen in the high rates of sub-
stance misuse, depression and mental illness, violence and self-harm, imprisonment
and inability to form relationships experienced by many of those removed and their
children and grandchildren (Ministerial Council for ATSI Affairs 2006). This histor-
ical pattern of government intervention, grief and trauma is fundamental to an
informed assessment of impairment and disability among Indigenous Australians
today (Nelson 2009).
Gradually, decades of discrimination and separatist guardianship gave way to
assimilation policies of training and incorporation: yet discourses of deﬁcit and dys-
function persisted. Indigenous families were expected to leave their institutions and
merge with the mainstream, a process of de-institutionalization similar to that occur-
ring with many non-Indigenous people with disabilities (Cocks and Stehlik 1996;
Goggin and Newell 2005). Many Indigenous people resisted assimilation while still
wishing to get access to better services and opportunities. Demands for Indigenous-
speciﬁc health services were common, but often lacked expertise in disability
(Smeaton 1998). In 2002 the Aboriginal Disability Network NSW was established to
advocate for Indigenous people with disability in New South Wales (Aboriginal
Disability Network NSW n.d.). In 2012 the federal government established the First
People’s Disability Network to advise on policies affecting the 37% of Indigenous
Australians over 15 years living with disability (Grifﬁs 2012).
Disabled by the state: impairment creation in Indigenous Australia
Racist representations of Indigenous people and their consequent treatment disabled
virtually all Indigenous Australians, regardless of any speciﬁc impairment. The
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history of policies and practices towards Indigenous people has largely been one of
neglect and exclusion, although some periods reveal intense surveillance, incarcera-
tion ‘for their own good’, medicalization including the pathologizing of Indigenous
cultures, lifestyles and bodies, and eugenics through sterilization or more often
control of sexuality. In some cases the same scientists and physicians used the very
institutions that had catered for those deemed ‘feeble-minded’, epileptics or those
with contagious disease, to detain and train Indigenous people, or vice versa (Evans
1976). This history includes the impacts of colonial violence and neo-colonial
power that imposed widespread impairments alongside disabling discourses of
moral and physical inferiority (Meekosha 2011). Meekosha and Soldatic (2011)
argue that this ‘Southern’ experience challenges the dominant social model of
disability and disability movements especially when the state remains a disabling
force rather than defender of human rights. Equally, the social model does not
acknowledge instances when poverty between and within nations maintains gross
overburdens of impairment.
Some diseases, including blindness due to trachoma and diabetes, hearing loss,
heart disease, leprosy, tuberculosis, and sexually transmitted diseases (Briscoe
2003), occurred frequently amongst Indigenous communities lacking basic housing
and health infrastructure or access to health services. Generations of Indigenous
people suffered from near starvation and poor nutrition, leading to disastrous effects
in physical and intellectual development as well as heightened susceptibility to a
myriad of diseases and disabilities. Malnutrition persists in remote communities,
compounding other social determinants of chronic ill-health (Martin 2011).
Indigenous people were often terriﬁed of government medical ofﬁcers who
would remove them (sometimes in neck-chains) to leprosariums and other locked
institutions never to see their families again. Some children were placed in main-
stream facilities based on their disability, including many polio victims (Ariotti
1999; Graham 2006). Indigenous people were often crippled at work on pastoral
stations but received no treatment or compensation. In the 1950s Indigenous people
in South Australia were contaminated by British nuclear tests, resulting in blindness
and increased cancer rates (Lester 2000). Other Indigenous communities were
blighted by being located next to asbestos mines, rubbish dumps and in ﬂood-prone
areas. These examples of state-created impairment emphasize the key role that insti-
tutional racism has in the production of disability for Indigenous Australians.
More generally, the ongoing effects of trauma and grief reverberate down
through the generations for many Indigenous families. Particular issues include life
expectancy more than 20 years less than other Australians, mental health issues,
type 2 diabetes, heart disease, drug and alcohol misuse, family violence, self-harm
and suicide (Productivity Commission 2011).
Indigenous people have stressed the impact of preventable impairment resulting
from poor nutrition, maternal health, drug and alcohol misuse, accidents and injuries
(Danelutti 2000). Some excess incidence of impairment among Indigenous people
is caused by injurious behaviours including during pregnancy (cf. Salmon 2007).
These effects are magniﬁed by the general failure of health-promotion strategies
directed at smoking, alcohol and drug misuse, exercise and nutrition.
However, there are many complex factors to consider in relation to preventable
impairment. One crucial element is the general reluctance to seek medical attention,
which frequently results in untreated chronic conditions that cause, or predispose
Indigenous people to experience, serious permanent consequences (Devitt and
8 D. Hollinsworth
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McMasters 1998). Examples include type 2 diabetes, which leads to blindness,
amputation and loss of mobility, and chronic infections resulting in renal failure
requiring dialysis or in deafness due to otitis media. Other patterns reveal complex
combinations of obesity, infection and poor nutrition leading to severe high blood
pressure with attendant strokes, heart failure and other debilitating conditions (Aus-
tralian Health Ministers’ Advisory Council 2011). Again we observe ‘social dynam-
ics in bodies’ (Meekosha and Soldatic 2011, 1381).
The struggle to extricate disability from a strictly medical paradigm is important
for many disability advocacy groups. However, this approach may be inappropriate for
Indigenous communities whose overall health and living conditions are so comprehen-
sively inadequate (Ariotti 1999; Salmon 2007). In such circumstances, primary health-
care approaches and social justice issues are central to an effective person-centred
engagement with disability (Hasnain, Sotnik, and Ghiloni 2003). A further consider-
ation is the widespread antipathy to child-protection services and welfare agencies,
often the administrative location for disability services (Smeaton 1998, 17–18).
One example of such interconnections is the vast over-representation of Indige-
nous people in the criminal justice system. Indigenous people are 14.2 times more
likely to be in custody than other Australians; Indigenous youth are 22.7 times
more likely to be in custody (Productivity Commission 2011). Many of all those in
Australian prisons have severe mental disabilities, especially as there are now so
few institutional beds available (Holland and Persson 2011). Drug use, violence and
self-harm are endemic in prison. Institutional racism among police and in the courts
combines with undetected and untreated illness to produce extremely high rates of
disability, which is often concealed by a discourse of criminality and punishment
(Australian Human Rights Commission 2008).
Indigenous meanings of disability
Most disability service providers have not yet addressed the implications of this his-
tory of government-imposed disablement on the programmes and services they offer
to Indigenous people (Smeaton 1998; Danuletti 2000; Nelson 2009).
Available research indicates that the prevalence of impairment among Indigenous
people is twice that of other Australians (Productivity Commission 2011). There is
evidence of serious underestimation of Indigenous impairment rates, although this is
reducing (Productivity Commission 2011, 4.85). This is due to massive underestima-
tion in self-assessment by Indigenous people (Senior 2000). Disabilities among the
‘elderly’ (for Indigenous people, those over 50 years old) are usually regarded as
part and parcel of ageing rather than a speciﬁc condition. Severe loss of hearing and
intellectual disability as assessed by non-Indigenous practitioners are often not
considered abnormal or a disability (Ariotti 1999; cf. Kapp 2011). Self-reported rates
for diabetes are several times lower than clinically assessed rates.
Many Indigenous people regard only gross or highly visible conditions such as
strokes, severe motor impairment, spinal cord injury, and amputation as disability
(Gething 1995; Maher 1999). Conversely, in some communities, alcohol and drug
dependence is seen as a disability as are some psychotic disorders. Deﬁnitions of
disability vary widely across the highly diverse Indigenous communities. Standard-
ized assessment tools (including the International Classiﬁcation of Functioning and
Disability [ICIDH-2]) and techniques are unreliable for many Indigenous people
(Senior 2000; Holland and Persson 2011).
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As a consequence of these issues, the concept of preventable causes of impair-
ment needs to encompass not only the full spectrum of social and health disadvan-
tages experienced by Indigenous people but also their responses to such
disadvantages. One particular issue is that of ‘non-compliance’, which needs to be
understood as a reasonable response to insensitive and inappropriate behaviour by
health professionals rather than as dereliction by ‘incompetent’ clients (Humphery,
Weeramanthri, with Fritz 2001).
The third dimension of the ICIDH-2 was re-named ‘participation’ rather than
the previous negative notion of handicap. This classiﬁcation assesses opportunities
available as well as the level of impairment per se. However, non-participation due
to ‘race’, class, gender or religion is not recognized within the ICIDH-2. Yet in the
urban Indigenous community researched by Senior (2000), many of those inter-
viewed were much more likely to avoid social settings for fear of non-Indigenous
attitudes and discrimination than on account of their physical disability. In stark
contrast to the ICIDH-2, the National Aboriginal Community Controlled Health
Organisation deﬁnes as ‘Socio-somatic illness’:
… those physical ailments, bodily disorders and psychological or mental conditions
which impair the health of Aboriginal people and the well-being of Aboriginal
communities resulting directly or indirectly from sociological disadvantage;
economic deprivation; racism; assimilationist legislation, policies and practices;
unemployment; lack of housing; dispossession; alienation from land; forced separa-
tion from parents, children, families and communities; and other traumas, which
impinge and have impinged upon Aboriginal people since dispossession. (Cited in
Australian Institute of Health & Welfare & Department of Health and Family
Services 1998, 96)
If racism (and the fear of hostility) conﬁnes an Indigenous person with impairment
to their home and family circle, what is the meaning of independence as a rehabili-
tation aim? If the mother of an Indigenous child will not seek help from the disabil-
ity service she associates with the ‘welfare’ responsible for the removal of her older
brother, who is disabled and by what?
What does participation mean in such circumstances? A similar issue concerns
the impact of a lack of transport and location of services in preventing the access
of many Indigenous people to disability and other health services (Smeaton
1998). If the unemployment rate for an Indigenous community is around 50%,
how does this impact on the right to ‘meaningful work’ of a disabled Indigenous
person? For many Indigenous families, independence (especially for children) is
seen as a cultural threat to the interdependence and cohesion of one’s kin; a more
valued ethic than the self-reliance on which much rehabilitation is predicated (for
similar ﬁndings for minority communities in the USA, see Harry 2002; Devlieger,
Albrecht, and Hertz 2007).
Cutting across these deﬁnitional problems is the issue of saliency. Non-immobi-
lizing disabilities may not signify much in the context of many Indigenous people’s
lives, given other more immediate stressors and threats (Cunningham 2011). As Ian
Hamm concluded:
The sheer number of acute health issues has effectively side lined those issues which
are not life threatening. (Cited in Australian Institute of Health & Welfare and Depart-
ment of Health & Family Services 1998, 5)
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Research has shown that the background of chronic poor health, bad nutrition, pov-
erty, racism and marginalization experienced by many Indigenous people frequently
subsumes speciﬁc conditions that would be identiﬁed as serious disabilities by
health professionals (Smeaton 1998; Senior 2000; Meekosha 2011).
An impairment will be rated in terms of its social implications rather than
according to metrics used for clinical assessment. In particular, its impact on a per-
son’s ability to socialize appropriately with kin and fulﬁl other cultural obligations
may be the critical factor in identifying it as a disability (Anderson 1997). Some
studies identiﬁed loss of cultural heritage and social networks as of greater concern
than chronic diabetes, loss of sight and other disabling conditions (Gething 1995;
Devitt and McMasters 1998; Ariotti 1999). The potential threat of unpredictable
behaviour and aggressiveness may account for greater apprehension about a per-
son’s mental impairment compared with community reactions to physical disability
(Senior 2000).
Culturally appropriate or person-centred strategies
Cultural competence approaches developed to enable non-Indigenous health profes-
sionals to work effectively with Indigenous communities often encourage static and
essentialized notions of Indigenous culture (Downing and Kowal 2011). Beliefs,
values and behaviours of Indigenous people are ‘explained’ in terms of determinis-
tic cultural difference that ignores diversity and contradictions within Indigenous
populations in ways that would never be applied to non-Indigenous middle-class
people (Nelson 2007).
Such culturally deterministic approaches construct mechanistic checklists and
intervention models that do not reﬂect critically on the taken-for-granted assump-
tions of orthodox professional practices (Hollinsworth 1992). Alternatively, strate-
gies excuse non-Indigenous rehabilitation staff from taking responsibility to engage
effectively by relying on the appointment of Indigenous intermediaries to provide
the ‘culturally-appropriate’ liaison and support services required (Smeaton 1998;
Kowal 2011).
Cultural myths can deny the support needs of Indigenous people with disabili-
ties and their families. For example, the belief that, in a ‘family-centred’ culture,
Indigenous people will always be taken care of by family members is almost uni-
versally repeated in the literature (Kendall and Marshall 2004). In fact the degree of
family support for the frail aged or for those with disabilities is probably as variable
as it is in any community, largely reﬂecting their individual standing and circum-
stances (Maher 1999; Senior 2000). Often those who bear the bulk of caring are
themselves elderly, female and in need of support. In many Indigenous families,
grandmothers with chronic ill-health and impairment care for most of the young
children as well as those with health problems and other disabilities. This often
leads to ‘granny burnout’ (Hammill 2001). Effective support services must avoid
being shaped by romantic and inaccurate assessments of the needs of Indigenous
families.
Approaches that incorporate holistic understandings and family-based strategies
are more likely to provide effective support than narrow therapies that isolate a
speciﬁc impairment. Policies that fund a raft of discrete services rather than a single
organization may be regarded as progressive by many in the disability movement
but may be contrary to a widespread Indigenous preference for an all-encompassing,
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community-controlled Aboriginal Health Service (Wolstenholme 1996; Smeaton
1998; Danelutti 2000).
The way forward requires equitable and long-term partnerships between Indige-
nous organizations and disability service providers that can overcome the many
obstacles to Indigenous people’s accessing of existing services (Kendall and Marshall
2004; McBain-Rigg and Veitch 2011). This engagement requires critical reﬂection on
our own positionality, including ‘white privilege’, more than the acquisition of
cultural knowledge or competence (Dean 2001; Bell 2006). These partnerships will
see disability workers learning the long and sorry history of Australian racism along-
side Indigenous clients and workers gaining deeper understandings of disabilities and
options for managing them. The work of decolonizing Indigenous disability in
Australia demands a focus on contesting the dominant social model of disability
based on acknowledgement of our shared history of racism and recognition of the
diversity of Indigenous perspectives on disability.
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